chlamydial IgG antibody using the CaptiaTM Chalmydia IgG ELISA kit (Trinity Biotech, USA) and for syphilis using Rapid Plasma Reagin Test (RPR). The patient's immune status ratio (ISR) was interpreted according to the kit and the significance of prevalence was tested by Chi-square test by applying various degrees of freedom and from probability tables of Chi square.
The prevalence of C. trachomatis infection in the study group was 25%, as 10 out of 40 cases were seropositive for chlamydia IgG. In the control group, seropositivity for Chlamydia IgG was 7.5%. The study group comprised of 24 primary infertility and 16 secondary infertility cases. Of these, 16.6% primary infertility and 37.5% secondary infertility cases were found to be positive for Chlamydia IgG antibody. Also it was found that seropositivity for Chlamydia IgG in case of tubal blockage was 60% and in patent tube was 20%, which correlates the other studies from India as well. [5, 6] Other relevant factors like age of the women, age at first sexual contact, H/O oral contraceptives, past history of PID, and past obstetric history were also analysed in this study and found to be associated with chlamydial infection as depicted in the [ Table 1 ]. All the sera were non reactive for RPR test.
In conclusion, it can be presumed that there is a significant role of Chlamydia trachomatis in infertility and also there is an association between serum anti-chlamydia antibodies and tubal factor infertility, in this part of the country. If chlamydia antibody test is applied as a screening tool early in evaluation, a positive chlamydia antibody test might alert one to the possibility of tubal factors relating to previous chlamydial infection that would not be suspected, otherwise, [4] and it will help to determine whether hysterosalpingography (HSG) or laparoscopy will provide better information needed for Dear Editor, Genital infections caused by Chlamydia trachomatis is one of the most common sexually transmitted diseases (STDs) among general population. Women are infected more often than men, remain asymptomatic and suffer the most serious consequences of genital chlamydial infections like tubal infertility, ectopic pregnancy and the chronic pelvic pain syndrome. [1] In developed countries, infertility affects approximately 1 in 6 couples, with tubal occlusion being a factor in 10-30%. [2] Most women with infertility due to tubular disease do not have a prior history of STD disease or pelvic inflammatory disease (PID). However, a strong association between tubal infertility, serologic evidence of prior chlamydial infection has been a consistent observation, in multiple studies. [3] Practical observations suggest that rapid, highly sensitive, but less specific chlamydial antibody tests are most suitable for screening, limiting the use of labour-intensive and specific chlamydial antibody tests to those with a positive screen. [4] The prospective study was carried out for a period of one year in a tertiary care hospital, Assam, which comprised of 80 cases, who were screened for IgG antibodies against C. trachomatis. The study group comprised of 40 selected women comprising both primary and secondary infertility cases excluding the male factors and congenital defects of genitourinary tract. Women who had history of antibiotic treatment in the previous two months were excluded from the study. The women who had normal Mantoux test, normal chest X-ray finding and previously not diagnosed as other STDs were included in the study. Tubal blockage was confirmed by both hysterosalpingography and laparoscopy. Control group comprised of 40 fertile women. Serum samples were collected from all the patients and tested for planning the treatment. [1, 4] So there is a scope for further study of this causative aspect of infertility with larger number of case studies, in a longer duration of time with well equipped confirmatory diagnostic procedure.
Seroprevalence of Chlamydia trachomatis in infertile women in a tertiary care hospital: A pilot study
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symptoms, facial pain and headache and in two cases there was history of epistaxis. CAT scan of the para-nasal sinuses showed no bony involvement and no intra-cranial extension of the mass. The masses were removed endoscopically. Direct KOH mount and GMS staining revealed narrow hyphae with septations. Histology confirmed the fungal aetiology excluding tissue invasion. All the isolates grew in both 37°C and 25°C on SDA. Identification of all the fungal isolates were confirmed by the Mycology division of PGI, Chandigarh.
Dear Editor,
We read with interest your article "Unusual causes of fungal Rhinosinusitis: A study from a tertiary care centre in South India." [1] We want to share our experience regarding this. In the last 2 years we have isolated two cases of Schizophyllum commune and one each of Acremonium falciforme, Curvuleria lunata and Fusarium verticilloides from maxillary sinus mass from among 14 patients with paranasal sinus mass. All the five patients were residents of Eastern India. These patients presented with nasal obstructive
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